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The purpose of this study was to evaluate healthcare utilization and referral patterns for pain man-
agement services in a racially and ethnically diverse population. A study-specific mail survey was
directed at African- (N=324) and Caucasian Americans (N=300) receiving chronic pain treatment at a
tertiary care pain center to address their healthcare access, referral, and utilization patterns. Overall,
46% (N=286) responded, with the majority of respondents being Caucasian Americans (57%) and
women (68%). The majority (58%) reported asking their physicians to refer them to a pain physician.
African Americans were more likely to report that chronic pain was a major reason for financial prob-
lems. They made significantly more visits to the emergency room for pain care. African Americans
agreed more that ethnicity and culture affected access to healthcare and pain management. They also
tended to agree more than Caucasian Americans that pain medication could not control pain. These
results demonstrate significant differences in healthcare utilization, access, and attitudes amongst
African- and Caucasian Americans receiving chronic pain management. In light of the socioeconomic
and health consequences of chronic pain, these results suggest the need for further studies addressing
variability in pain care access and utilization in diverse populations. (JNatlMedAssoc. 2004;96:31-42.)
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INTRODUCTION
Significant advances have been made in facili-

tating health and in preventing disease.'"2 Despite
medical advances that have resulted in increased
longevity for Americans, there are data that contin-
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ue to suggest that the overall health for racial and
ethnic minorities is poorer than that for Caucasian
Americans.26 Emerging studies continue to docu-
ment disturbing differences in health, disease
severity, quality of life, and quality of medical care
received based upon the patient's gender, race, eth-
nicity, and social stratification.7-" Racial disparities
in healthcare have been attributed to biological and
historical factors (e.g., segregation, discrimination,
lack of trust in the healthcare delivery system) as
well as socioeconomic and cultural factors.'2"-5 Dif-
ferences have also been attributed to variability in
physician attitudes and knowledge as well as in
healthcare insurance coverage, access, and utiliza-
tion.8"6-23 Ineffective communication also remains
an important contributing factor to poor-quality
healthcare.24-27 These patient, healthcare system,
and healthcare provider factors contribute to vari-
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ability in treatment response. However, the impli-
cations of these factors in a chronic pain popula-
tion have not been well elucidated.28

There is increasing concern that racial and eth-
nic minorities receive lower-quality healthcare
services when compared to Caucasian Ameri-
cans.6'29-32 Racial and ethnic disparities in healthcare
services have largely been studied in cardiovascu-
lar, HIV, cancer, diabetes, surgical, and mental
healthcare.833 Although chronic pain (i.e., non-
cancer, chronic nonmalignant, chronic benign
pain) impacts the overall health and well-being of
greater than 65 million Americans and is the most
frequent reason for consultation with a physician,
few studies have attempted to examine healthcare
disparities in a racially and ethnically diverse
chronic pain population.34 African Americans may
receive lesser acute, chronic, and cancer pain care
than Caucasian Americans.'8'33 35-39 Clear differences
in the ability to access progressive medical proce-
dures have been demonstrated by race and ethnici-
ty.3'40'4' Differential healthcare utilization may be
due to differential access and quality of care.

African Americans are more likely to be diag-
nosed at a younger age with a medical condition
(e.g., osteoarthritis, diabetes, hypertension) than
Caucasian Americans.42 They are also dispropor-
tionately diagnosed with more severe and debilitat-
ing forms of these conditions.2'43'44 The high likeli-
hood of manual labor jobs in African Americans
makes them more susceptible to knee trauma and
osteoarthritis.42 The literature shows that African
Americans underutilize medical services, even
when formal healthcare services are available.45
The first National Health and Nutrition Examina-
tion (NHANES) from 1984 to 1988 revealed that
African-American men were three times less likely
to receive a total knee arthroplasty compared to
Caucasian American men-which does not reflect
the high prevalence or increased severity of knee
osteoarthritis in this population.28 Many studies
have shown that racial and ethnic minority Ameri-
cans have fewer visits to primary healthcare
providers, are referred less often for specialty care,
and have lower rates of diagnostic and screening
tests as well as less preventive care for illnesses
when compared to Caucasian Americans.23'45-5'

Healthcare utilization is also related to patient
satisfaction and patient-physician communication.
Cleeland found that racial and ethnic minority per-
sons were at risk for the undertreatment of cancer

pain and speculated that communication problems
contributed to their problems.'8 Wilson reported that
many African Americans are dissatisfied with their
healthcare providers.28 Furthermore, African-Amer-
ican patients reported that their healthcare providers
did not inquire about their pain experience, provide
information on how long it would take for pain
medications to work, discuss test or examination
findings, or explain the seriousness of the illness or
injury. Similarly, Bernabei showed that the pain
assessment and treatment provided for elderly
African Americans living in nursing homes was less
when compared to elderly Caucasian Americans.36

Financial access, health insurance coverage, and
physical access directly impact healthcare utiliza-
tion. The differential use of health services based
upon race may be due to differential access. Previ-
ous studies have reported that poor and uninsured
African Americans were less likely to seek emer-
gency room care even when in pain. Longer delays
in seeking healthcare result in poorer outcomes.52 A
study by Todd, et al. revealed that African Americans
were less likely to receive analgesics for long-bone
fractures in emergency rooms than similarly injured
Caucasian-American patients.53 Lower healthcare
utilization rates among African Americans may
reflect the emotional and physical attachment some
may have with informal institutions (e.g., church)
for their mental and physical health needs.54 Howev-
er, no study has previously examined healthcare
access and utilization patterns in a racially and ethni-
cally diverse chronic pain population.55 56
New evidence suggests that chronic pain may

differentially affect the overall health of African
Americans when compared to Caucasian Ameri-
cans.5758 Healthcare access, utilization, and referral
patterns in chronic pain patients from diverse ethnic
backgrounds are poorly understood.59 We hypothe-
sized that the attitudes as well as the chronic pain
and healthcare experiences among African Ameri-
cans differed from Caucasian Americans. More
specifically, we speculated that African Americans
have less access and different utilization patterns
for pain management services when compared to
Caucasian Americans. This study was designed to
determine whether African Americans differ from
Caucasian Americans in their: 1) healthcare utiliza-
tion, 2) sources of healthcare, 3) access to pain
treatment, 4) attitudes and perceptions regarding
pain management, and 5) referral patterns.
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Table 1. Demographic and Socioeconomic Characteristics for the Population

Variables African Americans Caucasian Americans p-value
(N=101) (N=136)

Age (mean years±SD) 47±13 53±15 0.00

Gender (% F) 68.0 68.4 0.095

Number of People in Household (mean±SD) 2.7+1.6 2.3+1.1 0.04

Marital Status
Single (% yes) 25.0 14.3 0.09
Married (% yes) 36.7 61.5 0.00
Divorced (% yes) 31.7 8.8 0.00
Separated (% yes) 5.0 2.2 0.34
Significant other (% yes) 8.3 3.3 0.17
Widowed (% yes) 1.7 9.9 0.04

Education 0.03
< High school (%) 29.1 36.7
High school graduates (%) 39.8 26.0
College graduates (%) 31.1 37.3

Household Income (%) 0.02
<$1 9,999 (%) 57.2 33.3
$20,000-$34,999 (%) 13.2 19.7
$35,000-$69,999 (%) 22.0 28.2
$70,000-$99,999 (%) 3.3 6.8
$100,000 plus (%) 4.4 12.0

Employment (% yes) 28.3 40.9 0.04

METHODS
The University of Michigan Health System

Institutional Review Board (IRB) provided human
subjects approval for this study. A prospective
cross-sectional design with survey methodology
was used to compare the healthcare experiences of
African- and Caucasian Americans with chronic
pain presenting to the Multidisciplinary Pain Cen-
ter (MPC) at the University of Michigan.

MEASURES
A four-page, 50-item questionnaire was devel-

oped to evaluate healthcare access and utilization
patterns in patients receiving treatment for chronic
pain. The multi-item questionnaire consisted of
items addressing: 1) demographic variables (e.g.,
age, race, ethnicity, gender), 2) healthcare services
utilization, 3) healthcare sources, 4) physical and
financial access to pain treatment, 5) attitudes and
perceptions regarding pain management, and 6)
attitudes and perceptions regarding healthcare
access. The 13 items directed at healthcare utiliza-
tion included questions, such as the total number of

days spent in an inpatient unit, number of emer-
gency room visits, and number of specialty health-
care provider visits. Response choices were coded
as the total number of days/visits at each facility.
Potential healthcare sources included emergency
room and healthcare clinics. Response choices and
questions were treated as a dichotomous variable
("yes" versus "no"). Financial access was deter-
mined using a five-item subscale and focused on
the participant's medical insurance and difficulties
paying for healthcare. Physical access questions
focused on the participant's means of transportation
to their appointments. Subjects also rated their
agreement level for 13 items regarding the impor-
tance of sociodemographic factors on pain manage-
ment and healthcare using a five-point Likert scale
(O=completely disagree, 4=completely agree).

The investigators and faculty members from the
University of Michigan's Department ofAnesthesi-
ology were enlisted to critique an early draft of the
survey to improve its internal validity. Questions
that were ambiguous or lacked clarity were revised,
and content areas that were overlooked were added.
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Table 2. Health Services Utilization Frequency by Race

Variable N Number of Visits (%) p-value
None 1-4 5-8 9-12 13+

Number of inpatient days 231 0.53
African Americans 61.6 26.3 5.1 1.0 6.1
Caucasian Americans 69.7 17.4 3.8 1.5 7.6

Number of visits to primary care physician 220 0.99
African Americans 11.8 32.3 18.3 15.1 22.6
Caucasian Americans 12.6 33.1 18.9 15.0 20.5

Number of emergency room visits (ER) 223 0.06
African Americans 53.0 34.0 9.0 2.0 2.0
Caucasian Americans 70.7 22.6 3.8 2.3 0.8

Number of visits to company clinic 150 0.10
African Americans 76.6 9.4 6.3 7.8 ----

Caucasian Americans 88.4 8.1 1.2 2.3 ----

Number of visits to specialist 203 0.84
African Americans 23.3 29.1 15.1 12.8 19.8
Caucasian Americans 29.9 24.8 16.2 12.0 17.1

Number of non-ER visits 229 0.14
African Americans 36.4 33.3 19.2 5.1 6.1
Caucasian Americans 47.7 31.5 8.5 4.6 2.7

Number of mental health visits 227 0.37
African Americans 57.3 24.0 8.3 5.2 5.2
Caucasian Americans 71.0 15.3 6.9 3.1 3.8

Number of other ER visits 233 0.04
African Americans 56.6 29.3 9.1 5.1 ----

Caucasian Americans 64.9 31.3 2.2 1.5 ----

Participant Recruitment and
Survey Distribution
A database was queried to identify people who

attended the pain center for a two-year period.
black/African Americans (n=324) and white/Cau-
casian Americans (n=300) who were currently seen
at the MPC were selected. Potential study partici-
pants were recruited via two mechanisms: 1) at their
MPC visit or 2) via U.S. mail. Participants recruited
at the MPC were given the study materials during
their clinic visit. A package which contained the
survey instrument and an accompanying cover let-
ter describing the study was provided to potential
subjects. The cover letter encouraged participation
but informed subjects that their participation was
entirely voluntary and their responses confidential.
Attached to the survey was a postcard that was used
to document the subject's willingness to participate
and informed consent. Subjects who wished to par-

ticipate separated the postcard from the survey and
returned the completed questionnaire via U.S. mail
in the enclosed postage-paid envelopes or to a
locked box inside the MPC. The postcard and sur-
vey (which had no identifying marks) were returned
separately to prevent any linking of participants to
their confidential survey responses.

Subjects who were recruited during their clinic
visit were sent the same information packet by U.S.
mail. Consent was obtained when a subject returned
their informed-consent document and survey using
the previously described methodology. To obtain an
optimal response, follow-up of nonresponders used
the Total Design Method (i.e., three follow-up mail-
ings of the survey with reminder postcards and let-
ters within a two-month period).60 No incentives
were offered to encourage study participation. An
abbreviated nonresponse questionnaire was sent to
those persons who did not respond to the mailings
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to elicit their reasons for nonparticipation.

Data Analysis
Descriptive statistics (e.g., frequency distribution)

were calculated to establish sample sociodemographic
characteristics and performance on the measures
included in the study (i.e., healthcare utilization,
healthcare source, financial and physical access to
healthcare, and attitudes regarding healthcare). T-tests
or Mann-Whitney U tests were performed for continu-
ous data when applicable. For categorical data, a Chi-
square test was used to compare the two groups. Mea-
sures of association (odds ratios) were calculated to
compare patterns of healthcare accessibility and uti-
lization, healthcare source, financial access, physical
access, and attitudes regarding pain management and
treatment between African- and Caucasian Americans.
All statistical analyses were performed using the Sta-
tistical Package for Social Sciences (SPSS) version
10.0.61 Statistical significance for all analyses were
determined using two-tailed tests, with the probability
ofType 1 error,p<0.05.

RESULTS

Demographic Characteristics
Complete responses were obtained from 46% of

the sample (N=286). Data obtained from racial and
ethnic persons who did not identify themselves as
either African American or Caucasian American
(n=8) and those subjects who did not provide racial
or ethnic information (N=41) were not analyzed.
The final sample analyzed included self-identified
African- or Caucasian Americans, (N=237). The
majority of the sample (57%) was Caucasian
American (n=136). Women (68.3%) were equally
distributed between African- (68.0%) and Cau-
casian Americans (68.4%). The African Americans
were significantly younger than the Caucasian
Americans (mean years+SD; 47+13 versus 53+15;
p<0.001). As shown in Table 1, when other socio-
demographic variables were analyzed, Caucasian
Americans reported significantly (p<0.05) higher
annual household income, employment, and educa-
tion when compared to the African Americans. A
minority of the sample (3%) was involved in litiga-
tion. The duration of pain prior to treatment at the
MPC was not different between the two groups.
However, when comparing the respondents who
had waited years prior to seeking pain treatment to
those who waited a few months, African Americans

were more likely to wait years than Caucasian
Americans (18.5% versus 9.2%;p=0.02).

Data from the 33 nonrespondents, revealed that the
majority were African Americans (54%) and women
(70%). The most common reasons non-respondents
cited for not completing the survey included being: 1)
too busy (33%), 2) too ill (22%), and 3) in too much
pain (22 %). Table 1 provides further demographic
characteristics ofthe sample population.

Referral Patterns
The majority (58%) of the participants asked

their physician to refer them to a pain physician,
which was not different based upon the subject's
race or ethnicity. Figure 1 provides further informa-
tion regarding the main reasons why the participants
did not ask to be referred. Overall, most subjects
(61%) felt that they should have been referred earlier
for pain treatment, although African Americans
seem to feel that they should have been referred ear-
lier more frequently when compared to Caucasian
Americans (68.1% versus 55.6%; p=0.06). Most of
the respondents (78%) reported that they had never
been to a pain center before. Respondents that were
previously seen in another pain center prior to com-
ing to the MPC were more likely to be African
American (OR=1 .98, 95% CI=1 .06-3.69; p=0.03).
No differences were found in referral patterns to the
pain center based upon the physicians' race for the
sample. However, African Americans were more
likely to have been referred by a woman physician
when compared to Caucasian Americans (9.8% ver-
sus 21.5%; OR=0.34; CI=0. 18-0.85; p=0.0 1).

Healthcare Access
Financial Access to Pain Management: The

majority ofrespondents (90%) reported having health-
care insurance. Afiican Americans were more likely to
have Medicaid than Caucasian Americans (33.3% ver-
sus 11.9%; p<0.00 1). No significant differences were
found between the groups in the distribution for other
types of healthcare insurance coverage. Caucasian
Americans reported less difficulty paying for health-
care within the last 12 months (OR=0.44; 95% CI;
0.25-0.75;p<0.001) as well as less problems affording
medical care (OR=0.51; 95% CI: 0.30-0.88;p=0.01).
African Americans were more likely to report that
chronic pain was a major reason for financial prob-
lems when compared to Caucasian Americans
(OR=0.39; 95% CI; 0.21-0.72,p<0.001).

Physical Access to Pain Treatment: Although
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Table 3. Study Population's Altitudes Regarding Chronic Pain and Healthcare by Race

Level of Agreement
Variable N Strongly Disagree Neither Agree Strongly p-value

Disagree Agree

Gender affects healthcare 215 0.00
African Americans 29.3 12.0 16.3 28.3 14.1
Caucasian Americans 48.8 12.2 22.8 13.0 3.3

Gender affects access to
pain management 215 0.18
African Americans 35.2 15.4 22.0 17.6 9.9
Caucasian Americans 47.6 12.9 24.2 10.5 4.8

Ethnicity/culture affects access to
healthcare 220 0.00
African Americans 17.9 13.7 23.2 25.3 20.0
Caucasian Americans 39.2 10.4 28.0 16.8 5.6

Ethnicity/culture affects
access to pain management 219 0.00
African Americans 25.0 7.6 18.5 30.4 18.5
Caucasian Americans 47.6 12.9 24.2 10.5 4.8

Complaints of pain distract
physicians 219 0.61
African Americans 35.5 18.3 21.5 17.2 7.5
Caucasian Americans 27.8 19.0 29.4 18.3 5.6

Pain medication should be saved 223 0.69
African Americans 46.8 20.2 12.8 12.8 7.4
Caucasian Americans 43.4 18.6 14.7 18.6 4.7

Pain is sign that things are worse 217 0.08
African Americans 26.1 21.7 21.7 18.5 12.0
Caucasian Americans 13.6 29.6 24.0 25.6 7.2

People do not get addicted easily 219 0.90
African Americans 29.5 23.2 25.3 13.7 8.4
Caucasian Americans 26.6 28.2 24.2 14.5 6.5

not significant, Caucasian Americans traveled
longer distances to the pain center than African
Americans (mean miles+SD; 65+15 versus 50+10),
respectively. Most subjects (>53%) reported driving
themselves to the MPC. Other primary sources of
transportation included being driven to the appoint-
ment (Caucasians vs. African Americans; 49% ver-
sus 46%) and taking a taxi (3% versus 5%).

Healthcare Utilization
Healthcare Sources: The majority of the par-

ticipants (89%) reported having a primary care
physician. Although not significant, African Amer-
icans were less likely to have a regular primary care
physician compared to Caucasian Americans (87%
versus 91%). The African Americans were more

likely to use the emergency room as a regular
source for healthcare than the Caucasian Ameri-
cans (1 1.5% versus 3.0%, p<0.01; OR=0.24, p<
0.05).

Utilization of Healthcare Services: As shown
in Table 2, African Americans with chronic pain
reported significantly more visits to the emergency
room for pain care in the last 12 months than the
Caucasian Americans (1.7+0.9 versus 1.4±0.7,
p<0.001), although there were no differences in the
number of visits made to the emergency room for
nonpain care. They were also more likely to wait
longer to see a healthcare provider after the onset
of their pain than Caucasian Americans (p<0.05).
Use of diagnostic tests (e.g., x-rays, CAT scans,
MRIs) was not statistically different between the
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groups. Figure 2 shows that the number of surger-
ies during their lifetime was not significantly dif-
ferent, but Caucasian Americans tended to have a
higher number of surgeries.

Patient Perceptions and Attitudes
Caucasian Americans were less likely to agree

that gender affects healthcare when compared to
African Americans (26.3% versus 42.2%; p<0.05),
although there were no differences between the two
groups in their belief that gender affects access to
pain management (27.5% versus 15.3%). When
compared to Caucasian Americans, African Ameri-
cans agreed more that ethnicity and culture affects
access to healthcare (OR=O. 12, 95% CI=0.04-0.35;
p<O.OO1) and pain management (OR=0.15; 95%
CI=0.05-0.43; p<0.00 1). Although not significant,
the trend shows that African Americans tended to
agree with the statements that pain medications
cannot control pain and that good patients avoid
talking about pain more than Caucasian Americans.
Table 3 shows the subjects' opinions regarding oth-
er aspects ofpain and healthcare.

Perceptions and Attitudes by Gender: There
were significant differences in the perception that
gender affects access to healthcare between
African- and Caucasian Americans regardless of
gender (men: p<O.05, women: p<O.OO 1). When
gender was controlled, this difference remained sig-
nificant only among women (i.e., African-Ameri-
can and Caucasian -American women (13% versus
42%, p<0.01). African-American women were
more likely to agree that ethnicity/culture affected
access to pain treatment than Caucasian-American
women (21% versus 2%, p<O.05). When the per-
ception that ethnicity/culture affected access to
healthcare was tested in both African- and Cau-
casian Americans, African-American women were
more likely than Caucasian American women (27%
versus 5%, p<O.001) to agree. Throughout the
entire study sample, there were no racial differences
in the belief among the respondents that pain med-
ication can control pain. Yet when stratified by gen-
der, African-American men agreed more than Cau-
casian-American men with this statement (p<0.05).
There were no differences in the response among
African- and Caucasian-American women.

DISCUSSION
Pain is the major reason for healthcare utiliza-

tion, significantly affecting health and well-being.62

Yet, stark differences in the healthcare experiences
(e.g., healthcare access, referral, and utilization)
based upon gender, race, ethnicity, and social strat-
ification are well described.8'63-65 In their studies on
physician pain management, Green et al. demon-
strated physician variability in pain management
decision-making based upon patient demographic
factors and type of pain.66-70 Most studies that have
focused on healthcare access and utilization have
not examined a racially and ethnically diverse
chronic pain population. In this study, we report on
the experiences and perceptions of African- and
Caucasian Americans who received chronic pain
treatment in a tertiary-care academic pain center.
Potential factors that affect healthcare access and
utilization in general, as well as access and utiliza-
tion to a tertiary-pain care center in particular, were
evaluated. This study provides new insights into the
attitudes and perceptions regarding pain and
healthcare services in a diverse patient population
that is experiencing chronic pain.

Social stratification, ethnicity, and race influ-
ence insurance coverage as well as the ability to
pay for healthcare services.3'64 Health insurance and
prescription coverage were evenly distributed
among both groups (i.e., African- and Caucasian
Americans) in this study. However, African Ameri-
cans were less likely to afford medical care and
experienced more difficulty paying for healthcare,
suggesting that copays may constitute a major
financial barrier to healthcare among African
Americans who have chronic pain-although other
yet-to-be-determined factors may also contribute
to these differences in attitude. These results con-
firm Crystal's work, where the out-of-pocket cost
burden was higher among individuals with chronic
health conditions and who had Medicaid insur-
ance.7" Kiefe also found that increases in copay
over time was higher amongst African Americans
when compared to Caucasian Americans.72 Copays
are not the only factor limiting access to care. Keife
found that despite the use of vouchers in low-
income inner-city women, their access to mam-
mography was further limited by transportation
difficulties.63

For the poorest Americans, Medicaid provides a
safety net which allows access to medical care.73
However, Medicaid often limits the healthcare
choices and services available to the patient. Our
results in a chronic-pain population revealed that
African Americans were more likely to have Med-
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Figure 1. Reasons Subjects Cited for Not Asking to Be Referred to the Pain Center
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icaid and, thus, may be more likely to be underin-
sured than Caucasian Americans. Miller and Seib's
observed that African Americans experienced diffi-
culties in receiving quality care, even when they
are covered by insurance.24 Since many pain-man-
agement modalities are often not covered or cov-
ered less by Medicaid, it follows that the quality of
chronic-pain treatment may be affected. This may
also reflect differences in access as well as differ-
ences in outcomes that may be gender- or race
based. In a study of cancer screening services used
among women, Krakauer showed that the
patient-provider relationship and satisfaction with
the healthcare provider was a determinant in conti-
nuity of care.74 In this study, we identified signifi-
cant differences that affect chronic-pain manage-
ment access and utilization, which may
differentially affect racial and ethnic minorities.
How these differences affect pain management out-
comes is unclear and deserves further study.

Pain is the chief complaint for 35 million new

physician office visits and accounts for over 70
million total physician visits annually.56,75 The liter-
ature suggests that racial and ethnic minorities
were at risk for the undertreatment of all types of
pain.36 Cleeland showed that physicians tended to
underestimate the pain severity of minority
patients.38 Consistent with previous research on
healthcare utilization patterns, we found signifi-
cant differences in the source of healthcare for
African Americans when compared to Caucasian
Americans." Although all subjects in this study had
access to pain care, African Americans were less
likely to have a primary care physician and were
also more likely to use the emergency room for
pain care than Caucasian Americans. This is an
important finding, since others have shown that
African Americans as well as other racial and eth-
nic minorities receive lesser pain care in the emer-
gency room than Caucasian Americans.53,76 Husaini
showed that older men covered by Medicaid and
who had a psychiatric diagnosis tend to use less
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Figure 2. Number of Surgeries in Lifetime Among Patients With Chronic Pain
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outpatient services and more emergency room
services than women.63 African Americans with
Medicaid insurance had different healthcare serv-
ice utilization patterns as demonstrated by more
emergency room visits. A particularly important
finding is that African Americans waited longer to
be seen in the pain center but believed that they
should have been referred sooner for specialty pain
care. Our results also revealed that African Ameri-
cans used the emergency room more frequently for
pain care. Once referred to the pain center, African
Americans were more likely to be referred by a
female physician. Overall, these findings,which
deserve further study, suggest variability prior to
treatment and referral to a pain center.

Depression, anxiety, post-traumatic-stress disor-
der, and other psychological morbidities commonly
are present as comorbidities in chronic pain.33'57'58
These comorbidities may directly impact healthcare
services use in chronic-pain patients. However, some
racial and ethnic minority groups may not readily
accept services provided through formal agencies.
This is consistent with previous research that sug-
gests that African Americans may use alternative

resources and informal sources for mental health-
care.77 Ruiz provided information to suggest higher
mental health morbidity in African Americans as
well as the complexities in providing high-quality
mental healthcare to this population. 78 The studies
suggesting that African Americans with chronic pain
have increased psychological and physical morbidity
make these findings particularly important.33'78 Yet,
contrary to the findings of others regarding the reluc-
tance of African Americans to seek mental health-
care, our results did not reveal differences in utiliza-
tion.57"58 Further studies directed at cultural
differences and insurance issues that may affect
access to mental healthcare in a racially and ethnical-
ly diverse chronic pain population are necessary.

Important gender and racial differences in atti-
tudes towards pain, health, and healthcare exist.79-82
We also found significant racial and gender differ-
ences in attitudes and perceptions regarding health-
care and pain management experiences in this
study. Regardless of the subject's gender, there were
significant differences in the belief that the patient's
gender affected access to healthcare when stratified
by gender-with women agreeing more than men.
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Significant differences were also found in the per-
ception that ethnicity affects access to pain treat-
ment after stratifying by gender, where African
Americans agreed more than Caucasian Americans.
When stratified by gender, African-American
women believed more that gender affects access to
pain treatment and that ethnicity affects access to
healthcare. These results are consistent with
research by Chin who found that African Ameri-
cans, especially African-American women with dia-
betes, were less satisfied with the ease in obtaining
a physician.65 These perceptions are important con-
siderations, since there is data to suggest that
African Americans have less trust in the healthcare
system.83 However, differences in attitudes may be
only part of the healthcare disparities story. In gen-
eral, differences in refusal rates for treatment
(believed to be higher among African Americans),
overuse of clinical services by Caucasian Ameri-
cans (for which is rarely accounted), and biological
differences in clinical presentation or response to
treatment may contribute to racial differences in
healthcare."1 These contradictory results suggest a
need to improve healthcare access measurements as
well as identifying potential confounding factors.

Morrison provided convincing data that African
Americans may have less access to certain pain
medications in their neighborhood pharmacies,
despite similar health insurance coverage and simi-
lar socioeconomic stratification.59 We did not
specifically inquire about the respondents' phar-
macies or the availability ofmedication, nor did we
collect information on current medications, pain
severity, or the quality of chronic-pain manage-
ment. These additional factors may influence
healthcare utilization. Future studies directed at the
availability of quality pain management as well as
treatment modalities are necessary.

Although we acknowledge several limitations, this
study raises important questions regarding healthcare
utilization by patients with chronic pain. First, all par-
ticipants received pain care. Our results may reflect
referral patterns to an academic tertiary-care pain
center, which may limit the generalizability of our
results to other settings. It is possible that healthcare
utilization patterns for chronic-pain patients seeking
treatment in the community or other pain centers may
differ. Second, recall bias is an inherent limitation of
all survey research. However, to minimize this poten-
tial bias, we limited the time frame to the 12 months
prior to study participation. In addition, subjects were

encouraged to complete their responses in a confiden-
tial manner to enhance truthful responses. Third,
incentives were not used, since they have not been
shown to reliably improve response rates in African
Americans and may also introduce a response bias.
Fourth, the data collection instrument developed for
this study was critiqued by faculty members for inter-
nal validity, but it was not pretested in patients or sub-
jects. Lastly, to ensure that respondents did not differ
from the nonrespondents, a survey was conducted
among nonrespondents. It is also important to note
that the nonresponse survey revealed no demographic
differences between responders and nonresponders.

This study highlights several differences in health-
care utilization, referral, and access that impact the
chronic-pain experiences in African Americans when
compared to Caucasian Americans. Given the person-
al distress and economic consequences of chronic
pain, this problem deserves further study. Future stud-
ies should examine how pain severity and specific
psychological problems (e.g., depression, anxiety)
influence healthcare referral, utilization, and cost in a
racially and ethnically diverse chronic-pain popula-
tion. We have demonstrated that patient attitudes
regarding healthcare access differ based on the
patient's race and gender and may influence their will-
ingness to request and accept pain treatment. Health-
care delivery system and trust issues are important to
understand in racially and ethnically diverse popula-
tions if quality pain care service is to be ensured.
Beyond racial and ethnic differences in healthcare
access, utilization, and the referral process, future
studies must be directed at evaluating the role of gen-
der, aging, and social stratification on the ability to
access and utilize pain-management services.
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